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Executive Summary

The ldaho Medicaid program is operationally sound and benefits from a strong, dediaatektan
administrative team. The program as currently operated and constructed could likely continue in the
near term with minimal disruption. Howevehe financial pressureand overall program structure
create longer term instability andsk. Therebre, the State of Idaho issuedRequest for Proposals
(RFP}eeking cost containment and revenue maximization recommendations for kiddio be
articulated in two separate reports addressing both shtatm and longterm.

Evaluation Overview

TheS @I €t dzt A2y f SHSNIF ISR | &adzwadlydAiart O2YYALD
Division of Financial Managemeg@FM)r y R G KS LRFK2 5SLI NIYSyid 2
Medicaid(IDHW)o understand the current Idaho health detiry system from a beneficiargrovider,
payor,and regulator poirnof-view. The staff from these two state agencies provided invaluable insight

into the nuances of R I Kublielsi funded healthcare system. As part of tieigiew, staff described

past@ 40 O2y il AyYSyd STFF2NIaz GKS OKIftfSy3aSa Tl OAay3
frontier natureof the state, and other advantages that can be used as a foundation for future
recommendations.
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Thefindings and recommendations were develoggdassessing thetality of information collected
including an irdepth review of IDHW programs, policies, and procedures, and an analyasigeted
data reports Given the short turnaround time for this report, further interviews wathkeholders were
not possible However]DHWSshould engage witepecific stakeholder groupscluding consumers,
families, caregiverand providersprior to implementingany of the recommendations contained within
this report. These stakeholdevdll have valuable pepectives regardingtheir experiences with the
currentsystem andgotential reforms.

Asdescribedn this report, demand for lorgerm systemic savings continues to be a focus of the Idaho
Legislatureand willlikelyremain sountil Idaho implements a comprehensive approaclatimressing
risingMedicaidcosts Although this is the culmination of trésope of work, this reportanserve as a
starting point as IDHW broadens its work to assess how changes to current programs and policy can
impact thesecosts.

Figurel: Idaho Project Timeline

Project Kick OFF Long Term Report
September 9, 2022 April 3, 2023
O) ) )

Short Term Report
December 5, 2022

Simmary of Findings andRecommendations

In December 2022he Interim Reportwas submitted, providingpecifi¢ shortterm (oneyear or less)
initiativesto achieve at leas$41.5 million in General Fund savirigsthe Medicaid programThe
researchconductedfor that reportand further analysigroducedlongerterm options (one to three
years)for the programpresented in this Final Report.
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This is an important distinctioms required in the RFEhe recommendations in this repopurposefully
take the longer viewrather than the more immediatand limited scope of the Interim Report
Legislatorsioted this dynamién committee hearings in February, expressing concexgarding
potential unintendedmpactsof policy decisionmited to the short term While langer termreforms

will also havempacts,they inherently allow foa more deliberative and holistic approach

Overallthe Idaho Medicaid program is at a crossroadih multiple care delivery and financing
systemsestablished incrementallgver many years The recommendationsummarizedelow and
described irfurther detail in thebody of this reporiare designed to bringohesion to the overall
program structure while recognizirggrtain areas present greater opportunity, and risk, than others.

Tablel: Summary of Recommendations

Action CMS
Program Area Proposed Recommendation(s) (Legislative or Approval
Administrative) Needed?
Program Monitor and evaluate performance of the  Administrative No
Integrity data warehouse
Review MCO Fraud, Waste, and Abuse Administrative No
mitigation activities
Utilize thirdparty vendors to conduct Administrative No
regular reviews of fedor-service (FFS)
program and provider activities
Retain functionaindependence of the Administrative No
Program Integrity Unit
Pharmacy Engage a Request for Information (RFI) Administrative No
process to provide the State with
additional information and insight into
pharmacy benefit administration
Seek CM&pproval of a SPA to enable Administrative Yes
valuebased purchasing
Retain a strong imouse pharmacy benefit ~ Administrative No
administration program
Developmental Coordinate schodbased services (SBS) Administrative No
Disabilities claimswithY SYo SNA Q LINA Y I
Services providers
Ensure sufficient community providersin  Administrative No
areas where the local education agencies
6[ 9! &0 IINB y20 LI NI
SBS program
Introduce upsiddocusedvaluebased Both Yes
payment arrangements
Conductanl dzRA (i -2 R NE dzH & & Administrative No
requirements to ensure direct care workel
receiveintended wage increases

April 3, 2023
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LongTerm 1 Increase thequality thresholds tocaward Administrative Yes
Services and additionaldollarsunder the Nursing Home
Supports Quality Payment Program
1 Review anamend thepercentage of Administrative Yes
dollarsearned foreachrewardtier
1 Transitioning HCBS services tmanaged Both Yes
longterm care deliverysystem
SchooiBased 1 Implement a withhold of SBS claims to Administrative No
Services (SBS) cover state operating and program
improvement costs
1 Monitor California and other states as the = Administrative No
consider and prepare for managed care f
SBS
Revenue 1 Increase hospital assessment in accordar Both Yes
Maximation with upper payment limit and related
initiatives and limits
1 Increase nursing home assessment up to Both Yes
(or just under) the federal 6% maximum
1 Evaluatedirected paymentprogram (DPP) Both Yes
opportunity to increase current hospital
and nursing home provider reimbursemer
to the average commercial rate

1 Conduct high level analysis of a new MC( Both Yes
assessment opportunity
1 Evaluateground ambulance provider Both Yes
assessment for private providers
Expanded 1 Following comprehensive stakeholder Both Yes
Managed Care process, plan for andansition most of the

remaining FFS populations and services
(expansionadult, andchild) to
comprehensive managed carexcluding
services for individuals wittedelopmental
disabilities orschootbasedservices

Someof these recommendationsay require further initial investmentbefore substantive savings are
realized. Prioritizationof these recommendationill ultimatelybe determined bystate policy makers
However if the recommendation to implement comprehensive managed ¢acensideredthe impact

of that policy cleiceon other recanmendationsshould bereviewedto ensure alignmenivith anyother

selectedinitiatives.
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Introduction

SellersDorsey|n collaborationwith the Stateof L R I Ex@€utiveDfficeofthe D 2 @ S NIivasiNGD &
FinanciaManagementDFMN) and Departmentof Healthand? S f F KIDNBWD#&isionof Medicaid,

undertookanin-depthreviewof the { { I M&li@aidprogram. This project was specifically designed to
address concerns regarding substantial increas€eimeral Fod spending necessary to maintain the
Medigaid program by proviQiqg rgcommeno!ations for cost CKS AYAGAFE NB L2 NI
containment, revenue maximizati, and key investments. WSLRRNIéS ALISOATAOD

Dorsey to provide shofterm (one year
The%questfor ProposalqRFPS&Sued by the StatEqUired or less) cost containment and revenue

two reports, the Interim Report and the Final Repdd,be maximization initiatives to achieve at
produced andielivered toDFM least a $41.5 million reduction in annual
General Fund spending in Medicaid.
Sellers Dorsey was askegDFMto appear before the Idaho Sellers Dorsey conducted andepth
{GF GS [ SHeAItA dnd WeltzNdg6nimittexin each analysis of various programmatic areas,

Houseto formally present the highlevel finding of the conducted formal interviews
report and to answer questions posed by tt@mmittee participated in followup, and informal
exchanges with the State teams in
Thelnterim Report stressed thatichieving the savings production of the report. The Interim
target inthe shortterm would requiredifficult choices Report was initially delivered to DFM
primarilyrelated to provider reimbursement angiember (formally the client of the RFP) on
benefits.Additionally,recommendations in the Interim December 5th, 2022 and shared with thg
Reportmayhave unintended consequenceslated to Legislature and other stakediders
memberaccessproviderparticipation, and longeterm shortly thereafter.

financial impications. Additionalanalysis to determine the

impacts m accessteimbursementgligibility, and coverage, as not conductedh the Interim Report
primarily because it was outside of the scope of RieFharameters Howeverthe Interim Report noted
that additional analysia/ould need tobe conducted before action on thegecommendations could be
taken.

Both legislative committeeecognizedh needto balance the shorterm andlongterm
recommendationsvhile still managing theost trerd. The committees also expressed strong interest in
the Final Reporincludinga specific focusn the discussion of the role and scope of managed.care

Thed SO2 y R NFB LJ2 NBnal Rep&ES YISYRR (LKINGE, #6ujfed @R coktE8nNENt and
revenue maximizationecommendationgor the Medicaidprogram over the longerm (threeyears)
with no specific financiar budgetary goal.Thesetwo elementsare specifically articulated ihe RFP:

Section9.3 - The Contractor must conduct an evaluation and study of ongoing cost

O2y Gl Ay YSyd &aiN) GS3A MadicHiR The dirdtegieslmidt &d@ess 5 A OA A A 2 Y
Medicaid growth in a way that supports the mission of IDHW. The Contractor must identify
opportunities to assist DFM and IDHW with the implementation of policies that lead to

practical and expeditious cost containmeaitategies for Idaho Medicaid

1 Michael Heifetzad { G F 6 S 2 F L RICKK 33 ASyAFD AadSARRAYO [ 2ATR t/d2NI (i Feess Darskyy YSyY G Ly G SNA®
December, 2022,

https://bloximages.chicago?2.vip.townnews.com/idahopress.com/content/tncms/assets/v3/editorial/b/17/b17 1-adde
11ed-a0deb74c6f00a753/63e2729e3fd25.pdf. pdf
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Section 9.3.5 Advise on federal revenue optimization strategies for the State that exist
under federal statutes, regulations, and/or policiedlers Dorsey approachée: Idaho
Medicaid program at a high levekviewingand assessingrogram functionality, stability,
current and anticipateghrogrammaticpressuresandother elements.

In addition, the RFRefersto managed carenoting &..while Idaho Medicaid has made some significant
progress moving from volume and céstsedreimbursemento valuebased payments and bolstering
oversight processes of their managed care organizatiptt3Os)the division recognizes the need to
identify impactful costcontainment strategies to promote lortgrm budget sustainabilitg

Report Overview

Thisevaluation leveraged a substantial commitmémm Idaho DFM and IDHWg assist in

understandngthe current Idaho health delivery system from a beneficigrgvider,payor,and

regulator pointof-view. Stafffrom DFM and IDHWgrovided invaluable insighihto the nuances of

L R fublRlg funded healthcare system. As part of treigiew, staff desribed past cost containment
STF2NIax GKS OKI f t Sy 3S &(suEHadthefdal dndRftoritier Qaureaf$h@ A OF A R LJ
state), and other advantages that can be used as a foundation for future recommendafitiese
conversationsfrequentcorrespondence, targeted data repor@nd additional publicly available reports

contributed toa firm understanding of the complex challenges facedheynbers providers and other

stakeholders

Figure 2Report DevelopmenBunmmary of MajorMilestones

1 Anindepth environmental scan of IDHW programs, policiées] procedures, including state budget
document reviews and corroborating staff interviews, to determine whom each program serves, how
services are provided, and the incentives and disincentives built into the existing delivery system
framework

1 An analysis of program specific administrative data usetheyMediaid programs, with a special focus on
enrollment patterns and service use within the Medicaid progfemm 2017 through 2021, the most recent
years with complete service use data availabledior analysigin some cases more recent data was
available and is notkwithin the paper)An initial list of additional data requests was developed and
discussed at the kie&ff meeting, and further refinethroughout the duration of the project

1 Substantial input and collaboration from DFM and IDHW staff and subject matter experts, about their
experiences with the system and their recommendations about needed system reforms.

Thefinal set of findings and recommendatiopsesented in this reponivere developed by
comprehensively assessing the informatamd perspectivesollectedthroughthe evaluationprocess

In consultation witHDHW the initial assessmerfocused on shortterm savings opportunitieghat could

be realized through changes to the Medicaid program and politdekocurrently has several different
reimbursement structureanddelivery systemsincluding fegfor-service managed careand a value

basal model Like many other stateddahofaces criticalvorkforce and access challgesacrosshe

care continuumThis reportdentifiesrecommendations to address the rising cost of Medicaid services.
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Report Format andDutline

As described in the RFP, theport focuses on a discrete Figure 3TheQuadruple Aim

set of recommendationBFMand IDHW may considés

bendthe cost curve for overall Medicaid General Fund Reducing Costs

Expenditures. These recommendations are grouped int

three areasf focus:(1) SpecifidProgrammatic Area / \

Opportunities;(2) Revenue Maximization and

Supplemental Payment Program opportunities; &8 ETE i S e e

Comprehensive Managed Care Team Health of the
Wellbeing Population

This reportfurther addressegotential risks to the

recommendationsind presentsupporting data regarding

the current healthcare landscape, delivery system, Improving the

provider payment initiatives, and managed care E)'(’pa;ir?g;ce

environment.

The report alsdncludes multiple references to

stakeholders and the need to engage such groups as any reforms are undertagatabdrative
envirorment will improve both the substance of reforms and the success of those reforms as the State
strives toachievelongterm savings antlurther the goals ofhe health carequadruple ainnmoted in

Figure 3

Limitations

The recommendations included in this final report are based on information and data from the State of

Idaho, both publicly available resources and more custechinformation and dataData that informs

this reportwasRS NA @SR FNRY GKS {01 0SQa aSRAOFAR alyl 3SyYSy
State of Idaho and publicly available resourc€berefore, the analyses and recommendations may be

impacted by awg limitations, gapsor errors in such informatiofTheSellers Dorsepgroject team

encouragesdaho tocarefully review theséindings andconduct additional analyste determine the

overall viability and impact to thielaho healthcare delivery system

The recommendations and initiatives suggested infihil report may be implemented at the

discretion of the State of Idaho pursuant to executive branch authority, legisiditieetion, statutory
authority, and federal laws, regulations, and guidelin€be success and timing of operational
components are subgt to any limitations within the Idaho Medicaid program, including internal and/or
external resourcesequired toimplement.

Overview of ldaho Medicaid

A thorough review and analysis of the Idaho Medicaid program found both successes and opportunities
as policy makers look towards lotgrm challenges.

On the positive side, the Medicaid program is operationally stabtémeeting the needs of its
memberswhile largelyaddressing provider concerns. In the areas of services for individuals with
developmental disafiities and schocbased services, Idaho Medicaid is a national lea&erthermore
the Idaho Medicaid team is strong despite its lean nature. These are just a few examples of the
strengths of the program.

April 3, 2023 sellersdorsey.com Page |9



A significanthallengdies at theheart of the Idaho Medicaid program, which currently operates three
care delivery and financing systems: fee for service, managed care, anebeakdsystems.Managing
multiple delivery and financing modatsntributes to challenges and opportunitiesstribed in this
report, including administrative and management complexities and inefficiencies

In addition,i KS LRI K2 [ S3Aafl §dz2NEQa hFFAOS 2F t SNF2NXYI yO
setting and related processesd published its repoin March2022 This report noted that the

Medicaid budget had doubled in the last ten years, wttile Medicaid team operates with fewer staff

than in 2009. Theskctors should be considered as tligalReport s reviewedand the

recommendations therein areonsidered

Theldaho Medicaid program covers approximately 415,000 members, as illusatde right side of
Figured below:

Figure4: Division of Medicaid, Agency Review: by Expenditures and Participants, FY 2022

000M e kit FY 2022 Participant by Program
= $3,616,591,300 ee;: ;x;un
S5 $3.237.981,500 4
$3.000M $2,734,251.200 Em?g.
s2500M 52399779400
$2.000M
$1,500M
Coordinated o
e . ! . 30,653 oo Chl
> s 7% ) po-
$500M | '—T . ’ —t- —o :
o : : g TP Enhanced  Enhdnced M

FY 2019 FY 2020 FY 2021 FY 2022 Adult Child
Expenditures Expenditures Expend

s Basic s Coordinated Enhanced Expansion e General Fund

Expendit 18,450 27,361
5% 7%

Medicaid Expansion went live in January 2020, meaning the FY2020 expenditures reflect only six months of billing

Children (in Basic and Enhanced) account for 51% of the total population on Medicaid

Basic Medicaid accounts for 23% of all expenditures, but for 52% of the total population on Medicaid

Enhanced Medicaid accounts for 31% of all expenditures, but for 12% of the total population on Medicaid

The General Fund expenditures across all Medicaid programs has increased $126.4 million from FY 2019 to FY 2022
. from $498,542,500 in FY 2019 to $624,906,300 in FY 2022

As notedin the Total Expenditures graph Figure4, increasing expenditures are being driven largely by

the enhanced andxpansion populations. This is to be expected due to the greater need for services

typical ofthese populations. This may eventually stabilize forekgansion population, although this

may not be known for a few more years. This is also an importanpooent of the redetermination

procesgwhich populations will be impacted the mesaind thecorrespondingudgetary and

programmatic impactgemain unknowi). Asnote& LRI K2Qa aSRAOFAR LINPIANIY Y
models of care delivery and financing:

2 Legislative Services Office. Division of Mediaaid, https:/legislature.idaho.gov/Iso/bpa/budgetinformation/agency/
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Figure5: Idaho Models of Care Delivery and Financing

/@Most services for Managed Carg
Expansion, Basic Adult al

«Primary Care Case
Basic Child populations Management
wSome services for «Dual Eligibles wValue Care

Enhanced Child, Enhancd 9 Organization

Adult, and other aDental

popualtions uBehavioral Health

NICOI el | “NomEmergent Medical ValueBased
Transportation (NEMT

Mechanism

for Service N

This is further stratified in Tables 1 and 2 below. These tables illustrate certain services covered through
managed care are available to most Medicaiedmbets, even if most of the membersand most clinical
services are categorized under FFS.

Table2: Current Managed Care Populations and Services in Idaho (2023)

Population/Service Members Notes

Dual Eligibles (Medicare and 27,000 This contract is natompetitively
Medicaid) procured; it is reviewed on an annual bas
Behavioral Health 427,800 Currentcontract ends in 2025

Dental 455,100 This procuremenhas not been finalized.
Healthy Connections 403,700

(PCCM and VCO Initiatives)

Table3: CurrentPredominantlyFee for Service Populations in Idaho

Population Members Notes

Expansion 121,800

Children 209,100 LyOf dzRSa a&. I a&&xéludds
waiver services

Adults 53,200 Ly Of dzRSa @do. yKal&y&xEhdes
waiver services

The abovealata, and theconceptualhuance ofldaho utilizing managed care for a narrow set of services,
cancreate the impression that much of the Idaho Medicaid prografargelyadministered through
managed care. HoweveFable4 illustrates where Idaho stands compared to other stdteadoption of
managed care
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Table4: Medicaid MCO Expenditures as a Percent of Total Medicaid Expenditures, FE¥22016

1 r ] Nevada No L2.0%

2 Hawali Yes 0 Utah No 485.3% "

3 Kansas Yes S43%  935% 910N 939N 936w n California Yos 454% S28% 46T AaN 4N
4 Delyware Yes $1.0% £3.0% 85.1% 845N 88.1% Q Indiana No 27.3% 431.2% 4715 45.1% 46.5%
5 Puerto Rico Yes FIN WX 00% 9NN X% n New Hampshire No 4A5% Qs ax NK AT
6 Arirona Yes B5.1% B86.3% 86.1% 86.0% 85.% M West Virginia No 17.9% 44.9% 43.6% 2.5 40
7 Washington No 495% S50%  S12% 67.0% 844N s Massachusetts Yeos BI% D% 3BAN O QN
8 New Mexico Yes 841% 79.3% 80.5% 0.7% 816% » Georgla No 35.6% 35% 29.8% 29.6% 36.0%
9 Pennsylvania Yes SAB%N  SESN  SEEX 66X AN w District of Columbia No m BN 6.5% ELE no
10 Tennessee Yos 67.1% 63.7% 69.7% 70.8% ] North Dakota No

u Louisiana Yes % H%  40% SO N0

12 nois Yes 7% A% 556% 634 0§

b E) Florida Yes GA8%  T46% TL0N  T1aN 0.

" Kentucky Yes 7% TL.9% 73.2% TLS% Q2

15 Ohio Yes SAI%  S7TIN 7% &N L]

16 Michigan Yes 61LE6% 64.3% 65.3% 65.3% “

17 Virginia Yeos 34N /M 525N 9% &5

13 New Jersey Yes S60% 631% 641N B26M ®%

15 Texas Yes S0.4% WI% ¥ 60.5% L

2 Ovegon No 60.9% S7.0% 58.3% S9.4% &8

n New York Yes AB7%  96%  558%  596% L

n Rhode Island Yes STAN  646% 626%  550% 50

2 Nebraska No BMI%  S14% 572X SAN s1 Maine No 0.0% 0.0% 0.0% oo oo%
b Mississippl No 228% S09% 499N  S05M 52 Montana No 08% 0.0% 0.0% oo a0
= Maryland No 451N  463% 479N 468N 3 N. Mariana Islands No 0.0% 0.0% 0% oo ao%
2% Wisconsin Yes A52%  A6BN AN SN “ South Dakota No 0.0% 0.0% oo oo oo%
r Minnesota Yeos SOI% 47N 496N 40N s Vermoet No 0.0% 0.0% 0.0% ao% oo
r ] South Carolina Yes 461%  AS6%  438%  400% % Virgin lslands No 0.0% 0.0% 0.0% aos ao% _3

The lack of acomprehensive service delivesyructureis a significant contributing factor to the cost
trend and presents opportunities tonprove cost containment and further maximize revenue.

Public Health Emergency

The public health emergency (PHE) was issued by the Federal Department of Health and Human Services
(DHHS) on January 31, 2020. States were requirgaré@ide continuous covage andkeep

beneficiaries enrolled for the duration of the PHE as a conddfarceivingan increased Federal

Medical Assistance Percentage (FMAP) of 6.2 percentage points.

As a condition of receiving the enhanced FMAP, all states have paligbiity redeterminations
during the PHESates have been planning for the end of the PHE and teamgption of the standard
redetermination procesand working tgorevent unnecessary coverage lossiationally |t is estimated
that between 5.3 million to 14.2 million enrollees could lose covelzgmause othe end of the
continuous coverage requirementsiowever, n Idahoand elsewherethisis very difficult to predict
Per the federal Consolidated Appropriations Act of 208K S Sy Kl yOSR Ca!t gAfft 0S
a quarterly basis over the course of calendar 2023. In addition, states may initiate redeterminations
beginning on April 1, 2023; Idaho has indicated plans to begin this process in April.

3¢aSRAOFAR al yl 3SR /HeatiBMahagédngriR Assbdatdkelruary 852025 £
https://www.healthmanagement.com/blog/medidd-managedcare-spendingin-2020

4 ElizabethWilliams,RobinRudowitz.and BradleyCorallo £Fiscal and Enrollment Implications of Medicaid Continuous Coverage
Requirement During and After the PHE Bhds Y I A & S NJ C I Mag TQR02Z@tmzyfwRviv. Aoy yhEdicaid/issue
brief/fiscatand-enrolimentimplicationsof-medicaidcontinuouscoveragerequirementduringand-after-the-phe-ends/

5 Jennifer Tolbert and Meghana AmmEil&0dT hings to Know About the Unwinding of the Medicaid Contin&wusliment
Requirement ¢ Y I A & SNJ CI Pébrday 22002 zypR: iwivw . BifydrFi/medicaid/issuebrief/10-thingsto-know-

aboutthe-unwindingof-the-medicaidcontinuousenrollmentprovision/
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Pursuant to DFMiirection and project scope, this report does not evaluate any potential changes in
enrollment, utilization, expenditures, or policy considerations associated with the end of the PHE, or the
Consolidated Appropriations Act of 2023.

In addition,the PHE®Ba A Y i NP RdzOSR y dzYSNRdza ANNBIdzZ F NAGASE Ay
elements within Medicaid specifically and health care broadly. These include trends in utilization, costs

for certain services, and enroliment. Therefore, discerning-teng impacts based on the three years

of the PHE has inherent risks.

Programmatic Areas

In addition to the shosterm recommendationsncluded in the Interim Report, the State of Idaho has
opportunities to improve operations and cost containment in certain progratmrareas, including
program integrity, pharmacy, and lostigrm care/skilled nursing facilities. There are two other
programmatic areas intellectual anddevelopmental disabiliésservices and schodlased services,
that are functioning at a high lel.éherefore both areasshould be approached cautiousg possible
reforms are considered.

Program Integrity

Effective program integrity systems benefit states, the federal government, Medicaid members, and
providers. Program integrity can be a key component of maintaining public confidence in Medicaid
programs.

Overall, program integrity activities include paed postpayment program integrity audits, clinical
reviews of payments within fefor-service and organized delivery systems, education and outreach to
providers relating to program integrity, and referrals in cases of fraud allegations. Payment &¥sor ra
recoveries, and other key performance indicators are tracked apdrted.

The Interim Report recommended additional resouraead refined use fthird-party vendorsto
enhanceprogram integrity activities andppropriately generate savings for theral Fund.This
recommendationwas derived fronstate reports, IDHWMedicaid Program Integrity Un8FY 2021
Closed Casemdthe same report folSFY 2022uly through Decembeindicatinglower than expected
cases, audits, and civil monetgrgnaltiesin areaghat typicallydraw greater satiny (such aslurable
medical equipmentindependent lab serviceand home health It is important to note, however, that
recent data may be skewed due to the pandemic, which preventesitervists and other limitations on
audit functionality.

The existing program integrity group is progressing by increasing its scope to includesre/@aims
for dental and behavioral heakiimanaged delivery systemsn addition, a new data warehouse has
been launched thavill provide additional levels of insight into the program and help targeire
program integrity efforts.

For program integrity to remain effective, it must be adequately funded, have clear objeangs,
appropriatelyuse technologysuch as the data warehousmndthird-party vendors It must also be
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flexible aschanges to federal regulations wlikkelyrequire additional investment in program integrity
even ina static environment In addition,the efforts and sophistication of thosgho may intentionally
seek to commit fraudontinues to advancaequiring theprogram integrity tearrto similarlymodify its

analytial capabilities.

Structuralchange8 2 L RIF K2 Q& a SR A, GuchaRa tRusitioh 0 Soprehansive indngged
care,will inherently require revisions and enhancements to tiections and structure of the program
integrity team. While a FF8omponentwould still likely remain, nanyof the responsibilities othe
program integrity group would shift toversight and close review of MCO program integrity functions
and contractuatompliancewith state requirements.

1) Monitor and evaluate performance of the data warehousklonitor and evaluate performance
of the data warehouse to ensure its functionality is efficiently utilized. Outliers should be
identified through data mining, and expanded data sets, including all managed care, claims
should be irscope of the data anglics program. Moreover, this function should be expanded if
additional managed care or vakimased initiatives are implemented.

2) Review MC{Fraud, Waste, and Abus®&WA mitigation activitiesProvide resources teview
fraud, waste, and abusactivitiesof the current MCOsThis may require additional expertise
and resources at the Medicaid Program Integrity Unit, wiscippropriately distinct from
Medicaid program operations.

3) Maximize MCO analysis and accountability vendButher maximize analysis of all MCO
financial and clinical activities including payments made to providers, outside of complaint
driven or outlier situations.

4) Retain functional independenceRetain independence from the management of MCO,
pharmacy, behavi@l health, and fedor-service administration contracts. This may become
more important if the State makes additional transitions to managed.care

Pharmacy

States face difficult decisions regarding management of the Medicaid prescription drug benefit. While
national Medicaid pharmacy expenditures remained stable from 2015 to 2019, according to the Kaiser
Family Foundation, prices began rising in 2020 despiteop in utilization.RelatedlyJdahoMedicaid
pharmacy expenditures increased 24% between FY 2021 and FYa2M2dicaid Expansion was
implemented and additionahigh-costdrugs reached the market

Medicaid programs are required under the Medlid drug rebate program to cover all FBpgproved

drugs that participate in a federal rebate agreement. Since states cannot limit the scope of covered
drugs to control drug costs, states have used a variety of payment strategies and utilization controls t
manage expenditures, s@eble 5. Manystates employ a pharmacy benefit manager, (PBM) and a
preferred drug list (PDL) to reduce expenditures. States have also relied on the Medicaid rebate program
to reduce their costs, with most states, including Idaho, participating in a multistate pawdtonize
supplemental rebates.
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Table5: Pharmacy Program Design Options

Pharmacy Program Design Description

CarveDut All pharmacy services are administered directly by the state
Medicaid agency

Carveln Contracted MCOs dheir PBMs are responsible for the pharmacy
benefit within the confines established by the state Medicaid
program

StateMandated Pharmacy MCOs must pay the pharmacies using the same methodology a

Reimbursement feeZorervice (FFS) program

Mandated Single PBM The state selects a single PBM and requires all contracted MCC

contract with the PBM. The MCOs are at risk for the cost of drug
NonRisk Managed Care Mod¢ MCOs administer the drug benefit but are not at risk for the cost
outpatient drugs. MCOs remain at risk for most
physiciazadministered drugs

Single PBM as a Prepaid The state hires a single PBM to manage the pharmacy benefit f
Ambulatory Health Plan (PAHI enrollees. The state is at risk for the cost of the druggISiRBM
can be structured as a PAHP

Sates arealsopursuingvaluebased purchasing agreemer(tdsoreferredto | & ¢ 2 d#ia€e8 Y S &

I NNJ y 3 Sfof Seyyhigh€ost(in sane cases, over $1 milliodyugs being approved at a more rapid
pace by the federdrood and Drug Administration (FDAuch arrangements requieMS approval of a

Medicaid State Plan Amendment (SP8ince 208, sixteen states have received such apprqo\atsl

the Idaho team is\ealuating such options.

IdahopresentlyO2 Yy U NJ OGa RANBOGE & F2NJ LIKIFNXIFO& o6SySTAl
pharmacy benefit away from the MCOs (even in Idaho's current environment of limaéedged carg

Under this model, the Statgerforms nany of thepharmacy contracting functions amdtablishes the
reimbursement methodologyMagellan Healthan outside vendorperformsday-to-day claims
administration andassists withPreferred Drug LisPDL maintenance As suchMagellanacts as a
pharmacy benefit administrator (PBA&ccording to stafftiis not performing some of the standard PBM
functions, including provider (pharmacy) network management and formulary development.

Please note these considerations and subsequent recommendadienmited in scope and impact due
to Idaho operating its Medicaid program largely under a FFS m&teluld the State transition to
comprehensivenanaged care (discussedderthe

Comprehensive Manage@aresectior), the impacts of reforms to pharmadenefit administration will
significantly rise in magnitude.

The current carv@ut model isgenerallyperforming well for the Idaho Medicaid program. It provides
transparency regarding pricing and pharmacy reimbursemeatintainsa wide provider (pharmacy)
network and member accesand processes claims efficigntiThese elementsiaybe approached
differentlyin a carvein model.

Conversely, there are potential drawbacks to carving out PBM services. These ahzllielegs in care
coordination and measuring quality of service, and limitationsast containmeat mechanisms applied
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to drug purchasingnetwork managementind pharmacy reimbursementin acarvedout environment,
these responsibilities are borne by the Stat@ma carvedin environment, the MCOs manage these
aspects iraccordancavith contractual requirementand State oversightwhile also being responsible
for the entirety of care for the members

As presented below, 34 states carve the pharmacy benefitnrdnaged care, although there has been
a recent trend to move away from this model in certain larger stafigteen of these states also
participatein multi-state purchasing poolsncludingldaho.

Figure6: MCO States Carved in PharmBenefits to MCO Contracts as of July 2022

® MERCER

wooenee Pharmacy Program Design by State

Not Applicable, No Capitated Plans [ FunPhamacy Carve Out
. Full Pharmacy Carve In Partial Pharmacy Carve Out
. Pending Carve-out or Single PBM . Single PBM

Mercer Internal Data, 2023

The Idaho Medicaid program may benefit from adopting the cémv@odel, even with the currently
limited managed care populations and servickglusionof the pharmacy benefitnay attractgreater
competition, and the carven model has demonstrated cost containment, achieving 13% better control
over the rate of increases in prescription drug expenditures tharfdeservice programs, according to
the Menges Groupnd referencedn Figure7. This model also shifts some of the administrative burden
to the MCOs.
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Figure7: Medicaid FFS, Overall & MCO Net Costs per Prescription, all drug2@08.3
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However, a carwn strategy also poses riskmrticularly related to provider (pharmacy) network
managementreimbursementand price transparency. Pharmacies, particularly in some locations, may

be reluctant to contract with traditional PBMs utilizing certain network and reimbursement strategies.
b2Glrofeé> hKA2 Aa aKATAOAYy3I G 2reihburedenyaddipiing . ad Y2 RSt
irregularities. Idaho is in a good position to thoughtfulligeessthese issuesas Idaho has specific

language directing the Medicaid program to consult with pharmacies as it considers changes to its

pharmacy program.

Whether the phamacy benefit is carved in or separately managed by the Sadi@nsparent process

with stakeholdes should beutilized Thisprocessshouldemphagzefinancial accountability for the cost

of a prescription drug as well as local pharmacy reimbursem@nttain states have discovered PBMs

KFE @3S 0SSy dziAf AT Ay3a aaLINBF R LINR OA Meading foditeeh Y SOK I y A
states toplace restrictions on the proces$d his simply refers to the practice of the PBM reimbursing the
pharmacy$aa GKIFy (GKS 024G F2NJ 6KS RNHAS yR NBOGFAYAYS=

Recommendation

1) Engage a Request for Information (RFI) process to prot@eState with additional
information and insight intopharmacy benefitadministration. This recommendationvould
provide policy makers with additional information upon which to base a decifiomr to
L Rl Kematiygly smalMedicaid membership, carvingétpharmacy benefit into the MCO
contractsmay ultimatelypresentthe bestopportunity for cost containmentHowever, the state
may choose to retain control of the PDL and ensure pricing inte@stgost containment is one
of several important elemestof a strong pharmacy benefit program

6a¢KS I fdz§ 2F aSRA Ol AMRpsdbwhilaEpSR/resolrdel tRegalutoi-rhetiGaidnfadaRabicare
YFOKESSY DAFTF2NR Si Ffozr al 26 { L& Sy aS RaSer Padily Goli@aiohprivad | NB al
2020 https://files.kff.org/attachment/HowStateMedicaidProgramsare-ManagingPrescripton-DrugCosts. pdf
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2) Seek CMS approval of a SPA to enable vdlased purchasingThis initiative would allow, but
not require, Idaho to pursue valdeased contracts for highost drugs and therapies. This
creative approach will help address member access and budgetary challenges as more of these
are approved by the FDA.

3) Retainand continuea strong irhouse pharmacypenefit administrationprogram Under
managed care or FFS, a robushouse program is needed to conduct oversightrofd-party
vendors,the PDL and rebate programs, and pharmesdgted policy. This Wiensure an
accountable and adaptable program, while providing transparesteyility,and member access
in small, rural, and potentially underserved communities.

Intellectual andDevelopmental Disabilities Services

All services provided to Micaid members witlintellectual anddevelopmental disabilitie§DD)

AyOf dzZRAYy3 (K2aS aSNWAOSE LINRPOARSR dzy RSNIot KS &Gl 4GS
service environment and are overseen by a separate disalslityed state agency (along with the

Medicaid program). Idaho has earned the reputation as a regional leader in both the number of

individuals served by these programs as well as the compréremess of services covered for these

populations. Idaho does noturrently havea waiting list, positively distinguishing Idaho from many

other states as illustrated in Figuge

Given the importance of continuing to serve these members (and, wherécapfd, their families),
there are three specific, longrm policy recommendations presented below. It shoulchbeed that
the State is not considering carving these disabitifated services into managed care, nor is that
concept recommended here.hiB is due to the complexities of such an endeavor interrupting the
stability of the program and the risk of potentially disrupting care for vulnerable memberaddition,
structural modifications to the program may have implications regardindgiehwsuitsettlement
agreemenjrelatingto how individual service nesdare determined and budgeted by the Division of
Medicaid and member rights in this regard

IDDservices provided to children enrolled in Medicaid in a school setting are funded theosygcial

relationship between the state and the local education agencies (LEAs). Through an intergovernmental
transfer (IGT) process, the LEAs fund the state share of Medaabursable services. As claims are

submitted to the state, the state withtlr 6 & G KS F LILINPLINA I 6S aoOK22faQ adt i
associated federal share, and pays the claims to the LEAs. This HaAdselfprogram not only

appears to be working well in serving the members who need these services, it also creates a

sustaindle funding source that should rise with growth in demand for services in the future.
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Figure8: Medicaidintellectual and Development8&lisabilities Waiveyaiting List Enroliment
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Considerations

Based on a review of tHexpenditure DetaiDctober 2022rovided by the Statethe average weekly
members receivingDDservices in SFY17 was 6,774, compared to 6,762 in SFY22. However, the
expenditures for approximately the same number of members increased by more than 56%6, fro
$266m in SFY17 to $408M in SEYR2is may be largely due to the KW lawsuit settlement.
Nevertheless,his large increase in expenditures in serving approximately the same number of
individuals suggests that Idaho may find itself facing some finhaod operational challenges in the
coming years. Additionally, the state team indicated it anticipates needing to add services and/or
providers in the future to ensure continuity in the array of services offered to this population. As those
services ad providers are added, the State further anticipates challenges of maintaining sustainable
funding over the longerm.

Similarly but on a narrower scaléhe Katie Beckett Medical Utilization informati@@monstratesa

growth in expenditures from $2.6 million in Q2 of SFY19 to $3.41 million in Q2 of SFY22 of disability
service delivered in a school setting. During the sper@d, there wasan increase in the number of
individuals receiving Katie Beckett servicea sthool setting from 2,735 in Q2 of SFY19 to 3,773 in Q2
of SFY22. Given the 31% increase in expenditures and 38% increase in members served in just three
years, it appears ldaho is leveraging schools as a catogbonent ofits caredeliveryplatform for

disability services.

However, imited oversight, reconciliatioyand review of the reimbursement structure for community
based providers dDDservicesvas also observedFor example, Intermediate Care Facilities (ICFs) are
the only provider typ servinghis populationthat must submit annual cost reports that are then
audited by Myers & Stauffethe nonlCHproviders are notsubject to this requirementApplying this
requirement equitablymayenhancethe reimbursementto-cost correlationfurther enablingthe State

8 8Medicaid HCBS Waiver Waiting List Enroliment by Target Population and Whether States Screen foxEfigibity A & SNJ CI YA f
Foundation 2021, https://www.kff.org/medicaid/stateindicator/medicaidhcbswaiverwaitinglist-enrollmentby-target-
populationrandwhether-statesscreenfor-eligibility

April 3, 2023 sellersdorsey.com Page |19


https://www.kff.org/medicaid/state-indicator/medicaid-hcbs-waiver-waiting-list-enrollment-by-target-population-and-whether-states-screen-for-eligibility
https://www.kff.org/medicaid/state-indicator/medicaid-hcbs-waiver-waiting-list-enrollment-by-target-population-and-whether-states-screen-for-eligibility

to continue driving high quality and introducing valo@sed payment arrangements without disrupting
care delivery to these important Idahoans.

For example, the State could implement a vahased reimbursemennethodology whereby a portion

of the total annual rate (e.g., 5%) paid to ICF and DD HCBS providers is withheld-front ppyment

for services. These withheld funds would then be earned back by meetingdettted quality metrics.
Initial metrics sbuld be both coseffective and administratively simple. Examples could include: (i)
timely submission of cost reporting data; (ii) member and member's family's satisfaction survey data
regarding member involvement in the annual care plan and serviceraptand (iii) service delivery
metrics (such as the number of missahifts by providersper month or quarter per member).

With easyto-accomplish metrics in the early years of these arrangements, the staydalance the
need forprovideraccountabilitywith a realistic path to increase the weight of these quality metrics with
respect to total(and potentially higherjeimbursement over time.

The recommendations belowonsiderthe importance of Idahanaintaining a strong program and
upholding its position as a national leader in this regariderefore, he State may need to consider
additional investmerg in the programo ensure longeterm stability.

1) Coordinate schoebased services (SBO) I A Yd A GK YSY0o SNETo LINA Y
improve care coordination and corresponding outcomes, as well as reduce potential service
RdzLJX AOlF A2y GKS {GFGS aK2dZ R AYLX SYSyd |
provided in a school settinare shared with their assigned Medicaidrolled primary care
provider.

2) Ensure sufficient community providers in areas where the LEAs are not participating in the
adl dSQa { The StatésBoaldiemaim vigilant in assessing network adequacy in
communities with limited LEA participation as Medicaid provider of SBS. This may include
loosening telehealth restrictions and/or increasing telehealth reimbursement and revising fee
schedules upward in areas with lower provider density and lower LEAipatiin in the
Medicaid SBS program.

3) Introduce upsidefocused valuebased payment arrangementd.o both incentivize high quality
care and member outcomes, as well as to plan adequately for future growth in services, the
State should consider implementingiality-based payment arrangementsr the IDDservice
providers in the State. This recommendati@auldinclude broad engagememind
collaborationwith the IDDcommunity.

4) Conductanl dzRA (i -thugliét INSFj dzA NB Y Sdiféctcareivrkedsyfecelzs fhe
funding as intendedThis item was included in the Interim Report and remains an important
source of accountability aligned with important legislative and industry efforts to attract and
maintain a able care delivery workforce.
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LongTerm Services and Supporisursing Facilities

Background

The use of pay for performance or other valo@sed quality incentiverogramscan be an effective tool

G2 AYyOSYOGAGAT S LINPOGARSNAER (2 FT20dza 2y &LISOAFTAO LINR
Facility(NF)Quality Payment Program wateveloped in collaboration witiNF stakeholders, including

state, countyownedand private nursing homeand waspproved by CMS on July 1, 20ZBe NFquality

payment was created asmechanism to continue UPL supplemental payments to nursing fadiarssd

on the quality of care provided by tHacility using nationallyecogrized qualitymetrics?® At a highlevel,

the programis based on eacNFcurrent assessmerand UPL distribution, with thquality programbase

built off eachfacilities resulting calculated paymef&eeFigure9).

Figure9: lllustration ofCurrent Nursing Facility Assessment and UPL Distribution
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For thequality payment program€measure componenftfacilities report on nine measures and are
awardedbetween 20100 pointsper measurewith the totalsfor all measure$eing tied to one specific
payment tierwith facilities in Tier 1 achieving between 7200 points, Tier 2620700, and Tier 3, 180
600 pointsPayments are tiéto the tiers and the associated change in quality meastioe the
previous yea(see Figurd0).

G{drGS tfly ! YSy RNoSeylierot 202080 Ny ni&ibady®/ Bedicaid/spa/downloads/|E20-
0002.pdf
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FigurelO: lllustration of Current Nursing Facility Quality Payment Program Distribution Methodology

A facility’s payment will depend on their score at the end of the year, and how that score compares to the prior year.
Percentages indicate how much of their payment, based on the existing assessment fund calculation, they will receive.

Tier 1 (720-500) Tier 2 (620-700) Tier 3 (180-600)
Improvement 100% 100% 100%
No Change 100% 100% 95%
Decline 100% 95% 90%

Below is a walkthrough of how the sample facilities would be affected under the
proposed quality payment program, based on this year’s score in comparison to last

year’s score.

N\ $200

FacilityA

Considerations

Facility A Performance

N
( ) Last Year: 660 points Facility A is in Tier 2 and .>
4 $300 J/ This year: 700 points improved
= s = 4 Facility B Performance
Facility B \ v - - e ——
{ ) ast Year: 580 points Facility B is in Tier 3 and ‘ >
$500 7 This year: 520 points declined
5 = Facility C Performance
Facility C ) Last Year: 780 points Facility C is in Tier 1 and >
¥ This year: 780 points stayed the same

Note: Funds remaining because of
incurred penalties will be distributed
amongst all participating facilities
based on their Medicaid bed days.

Facility A receives 100%

of their eligible payment.

$300

Facility B receives 90% of

their eligible payment.
$450

Facility C receives 100%

of their eligible payment.

$200

Note: $50 remains in the

fund because of the penalty

incurred by Facility B. This
$50 is split and distributed
to all three facilities based

on their Medicaid bed days.

Severabtate NFprograms (New Jersey, Georgia, Missouri, New York, Minng3bta,and Texas) have

similar scoring approachés the one described abowuhat award improvement over baseline and
maintenance, while penalizgdeclining scores. A handful of other states utilize morenai & f f
LIS NFalgl y O S

Y20 KAY3E

LILINE

I OKY
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0KS bCQa
payment, but if the performance declined, they earnewladditional pagnent.

2 NJ
gl

A review of the most currenNF Quality Payment Prograrimformation availablé’ indicates there is
opportunity to modify the current FFS reimbursement model to furtheruieagontinued improvement
by the participatingproviders.

Successful pay for performance prograstigke the right balance and payment structure to incentivize a
change in behavior. This balance can be adjusted over time based on experience or peréorbaing

discovery sessions, the State articulated the intent to continue efforts to pursue meaningful pay for

performance programs through the care delivery systéime recommendations belosupport thisgoal
andconsiderthe maturity of theNFQuality Payment Program

Recommendations

1) Increasethe quality thresholds toaward additional dollars under the NF quality payment

program./ 2y aAaidSyi

& A -tef pdiiéygoaldt adintaiimya@wel-dasigaed pay for

performance quality prograrandthe best health outcomes for all its members, the state should
consider narrowing the range of the elements equal to or greater than + 20 goratier than
2 NJ INB I & B NJcuirdatly yopergtedTihis chho@eh wililirtnér |

a Sljdz ¢

02

10 Alexandria ChildefScott, n.d.
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2)

incentivize providers to improve care deliveryand to ensure appropriatemonitoring and
documentation of those servicesto be rewarded with additional payment.Any potential
penaltieseventually generged by this initiativecould be used to address workforce, access, and
housing issugdn alignment withincreasng opportunities to move individuals out of institutions
and into the community.

Reviewand amend thepercentage ofdollars earned for eachrewardtier. The current program
payment tiers permitNFsto earnat least95%if there is no change in performamcand90% if
there is a decline. To incentivize high quality care iamgrove member outcomes, as well as to
plan adequately for future growth in services, more rigorous tiers should be considered,
consistent with the State's overall programmatic direction. Specifically9@ereimbursement
level for failure to improve performare should be reduced to 75%his moredemanding
approach requires NFs to improve for full payment andespondinghypenalizeghose that fail
to makesuchimprovements. Alternatively, and at minimum, DHW should consider modifying
the percentages sblFs that had no change receive a smaller pool than 95% and those that
decline receive a smaller pool than 90%. Given those suggestionkeapthgrams maturityit

is reasonable to define the payment earned for no change a€9886and payment earned for
decline as ~784%.

Theserecommendatios may be met with resistance from thdFindustry and other stakeholders. To

maintain collaboration and transparency, these stakeholders should be engaged throughout the process

of modifyingthe current programif such modifications are considered.

LongTerm Services and Supports, Home and @mmity-Based Support Services

While this report includes a more comprehensive recommendation regarding managed care, a separate

recommendation (independent of comprehensive managed dargpecificallytransition home and
community based (HCBIBhgterm services and supports to a managed lbaign service and supports
program (MLTSS) is presented here.

In addition to achieving the LTSS programmatic policy goals of rebalancing combasdty care,

increasing access, and improvisgtisfaction for beneficiaries, there is also a financial component to

consider. LTSS expenditures for 2019 (the most recent data that excludes PHE irregularities) shows these
services are consuming over 37% of the total Medicaid budget

Table 6: Medicaid LTSS ExpenditureSiscal Year 2019

FY 2019 Expenditures: Total | FY 2019 Expenditures: Tote FY 2019 Expenditures FY 2019 Expenditures: Total

Institutional HCBS Total LTSS Medicaid

$337,741,784 $475,289,291 $813,031,075 $2,143,001,207

*May include ID/DD servicexpenditures.

HLéMedicaid] 2y 3 ¢ SNY { SNBAOSA FyR {dzZJRNIA& !yydzadf 9ELISYRAGdINBaA

https://www.medicaid.gov/medicaid/longerm-services-supports/downloads/ltssexpenditures2019.pdf
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Table7: Total ExpendituresFY 2012019

FY 2019 FY 2019
Expenditun_asPer ExEZﬁgigres ExEZﬁgiﬁres thzz:)nlgge% FY 201¥xpenditures %
State Resident Change
Institutional | $188.99 $309,696,043| $295,976,962 4.4 $337,741,784 141
HCBS $265.96 $398,305,048| $444,333,232 11.6 $475,289,291 7.0
LTSS $454.95 $708,001,091| $740,310,194 4.6 $813,031,075 9.8
MLTSS $39.73 $18,993,073 | $27,855,345 46.7 $70,999,142 154.9

*May include ID/DD servicexpenditures.

By moving to aMLTSSlelivery systenfor HCBS servicelslaho can further its rebalancing efforts while
creating additional opportunities to control the cost curve of ldagn care. Idaho already covers the
dual eligiblepopulation under a managed care delivery system and has recogsiored limitedfinancial
valuefrom that endeavor Further, a transition to MLTSS would increase the number of covereddive:s
premium tax associated with those additional liviesany future procurement offerings. In turn, this may
attract additional MCOs to the marketreatea more competitive bid process, and improve the financial
outcome for the Statelt can also achieve other policy apdbgrammatic goals such afective use of
LTSS to avoid unnecessary acute care utilization, better coordinated whole person care

TheSate should consider this recommendation carefully and include stakeholders early in the planning,
development, and implementation of any such initiasvé@heXate should also carefully review tHeMS
guidancerelated toMLTS®n their website which includes a timime for transition andkey elements of

a weltdesigned MLTSS prograf

3) TransitionHCBS services tormanagedlongterm care delivery systemWhile it is difficult to
estimate cost savings associated with a move to MLTSS, there is a degree of budget predictability
that would be realizedas well ascost avoidanceassociated witrkeeping anindividual inthe
community am out of an institutionBetter coordination of care can also impact costs associated
with avoidable acute care utilization.

School Based Services

L Rl K 2 Q-Basell OelvRe® {SBS) program is structured as a traditionfiriservice (FFS) model

wherein local educational agencies (LEAS), or school districts, enroll as Medicaid providers and bill the
{GFGS F2NJ aSNIIAOS & sthéddle. BdRdddisad piiagtitioneksSubfiticlaihSunder ¥ S S
GKSANI[9!aQ 2NBFYATFGA2Yy Lt yIFGA2yFf LINPOBARSNI ARSY
individual providers. The State does not participate in the Medicaid Administrative &gomagram.

2galylF3SR [2y3 ¢SN¥Y { SNIBA OS ahttbsyhRww{mdridhiipoNdinedichid/mafaRedOF A RPI2 G Y @
care/managedongterm-servicesand-supports/index.html

BEECAYSEAYS F2N 5 &an@erd{ LB NIAA @S & | lyy A S{RdzLILIZ2 NI &
https://www.medicaid.gov/Medicaid/downloads/mltsémeline.pdf
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is relatively stable with nominal fluctuation over the prior two fiscal years. It should be noted that SBS
participation rates commonlfall well below 100% and vary widely based on the demographic makeup

of LEAs in each State.

LRFK2Qa {.{ LINRINIY o0SySTAda FTNRY Ity ah! | yR Of2a
Department of Education (IDOE). Under this agreement, IDHW and ID@fEdonvene a Medicaid

Advisory Committee and the IDOE provides all SBS program training and facilitates the Medicaid

enrollment process for schools and the two departments work closely to provide coordinated program

and technical assistance to participadiLEAS.

LRFK2 [9!a&a &adzoYAlG OflFAYa F2N LKe&aAOlt yR YSydlf
Schedule, including for the full range of Early and Periodic Screening, Diagnostic, and Treatment (EPSDT)
services. Tobe eligibld™NJ LI @ YSy (> &aSNIBAOSA Ydzad 06S AyOf dzRSR Ay
Plan (IEP), Individualized Family Service Plan (IFSP), or other service plan (SP), and be provided by a
gualifying practitioner.

Until recently, SBS billing was largely limitedervices outlined in an IEP or IFSP due to a CMS

interpretation of policy that Medicaid payment was not allowable for services that were provided

without charge so-O f f SR HF tNdénefidianNBhQrecission by CMS of this policy in 2014

represented one of the largest opportunities for states to expand billing under their SBS program. The
AyOfdzarazy 2F KSIFfGK ASNWBAOSa 2dzif AYSR Ay I aidzRSy
the entire Medicaid student population without litation to services included in a student IEP or IFSP.

In terms of financing, Idaho funds the SBS program through an Intergovernmental Transfer (IGT)
wherein LEAs provide the entire néederal share, transferring roughly 30% of their anticipated SBS
expenditures to the state which holds funds in account wiélms are processed. Payment to the LEAs
includes both federal and nefederal share, with no administrative percentage or fee withheld by the
state to cover operating or improvement costs. Whitest states finance their SBS programs using
Certified Pubc Expenditure (CPE), this method entails complex and administratively burdensome
processes which can increase state operational costs and require significant staffing resources and
outside vendors at both the state and LEe&el. CMS has recently exprgssncouraged States to
consider financing their SBS programs through IGT citing the reduced administrative burden of this
financing method for participating LEAs.

As previously noted, Idaho does not participate in the federal Medicaid Administrativei@j (MAC)
program, which provides federal match to LEAs for administrative activities performed in service of the
Medicaid program. Reimbursable MAC activities include Medicaid outreach and enrollment assistance,
as well as care coordination and eligilfansportation to access services. In December 2019, IDHW
conducted a staterganized discussion and survey of 47 LEAs to assess the viability, interest, and merits
of initiating a statewide MAC prograthAfter a review of MAC program requirements améhtbursable

“aSRAOFIAR SRNYAYATAWHGAS®OAY I NI | YR dghd Depaftrdext \si-Hedh aadaWelfare2 So6 A y | N 2
December 52019.

BDaniel Tsat LY F2 NY | ( A-2lya @ {OMIERO®SAa Ay aSRAOIARY CdzyRAy3AZ 520dzvySy
for Medicare and Medidd Services, August 18, 2022ips://www.medicaid.gov/federapolicy

guidance/downloads/sbscib081820222.pdf

Bgal2/SOAYIFINEE HAMD
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activities, 76% of total respondents stated the costs of participation outweighed the benefits, with 85%
indicating that less than onguarter of staff would be eligible to participate and 80% reporting low to

no capacity for the processes raged to identify, measure, and allocate staff time related to MAC
activities (e.g.administering the program).

Areview of the opportunity cost of implementing a MAC program supports the Department's decision,

as expenditures for infrastructure develogmt, software, and additional IDHW staff to monitor and

audit a MAC program could be significant. A 2018 report of SBS and MAC program participation by state
showed 70% of states operating a SBS program also participated in MAC, with MAC reimbursements
averaging 31% as a percentage of total clalisnalysis of more recent fiscal years presents challenges
due to modified reporting structure on the CM8; this figure is likely inflated wheronsideringhe

states that have not yet expanded their SBS progr&o allow for reimbursement of Medicaid services
outside of an IEP or IFSP. We estimate a range of$8% million in total state and federal share

through the MAC program for Idahoffset bysignificant costs for implementation, operations, and
maintenance.

Given thehigh performance oEBSlow level of interest and capacity reported by LEA®ertain
financial gainandadministrativecomplexity implementation ofa MAQorogram is not recommendeait
this time.

1) Implement awithhold of SBS claims to cover state operating and program improvement costs.
As proposed in our Interim Report, the State should continue to strengthen and support the SBS
program through the implementation of a withhold on SBS claims to cover statatimgand
program improvement costs.

2) Monitor California and other statesTo give ldaho maximum flexibility in the mid and longer
terms, the State should monitor California and other states as they develop requirements and
infrastructure to integrate sabol-based providers and services into the managed care delivery
system. Robust stakeholder engagement, and the productive partnerships between IDHW and
IDOE will be key elements of any consideration of such a change.

Potential Risks

The preceding recommeiations in each programmatic area hadiffering levels of riskcorrelating
with the depth of reform being proposed. For exampl&SS andDD Services contain
recommendations related to initiating and/@nhancing valudased payments Conversely, SBS
recanmendations are moreeflective of the status quoGenerally, the risks fall intitiree categories:

Enhancig internal oversight, auditingand compliance capabilitiesay require additional resources
(third-party vendoror State §aff) and expertise Thigs particularly relevant in the Pharmacy and

Program Integrity areas, where poté&al reformsmay necess#te a reallocation and reprioritizatioof
responsibilities. FArTSS and IDBaluebased care initiatives will eventualtgpnfront providers with

"4aSRAOFAR AY {Api 208 8hitipE Avwa.thacdad.gov/wpcontent/uploads/2018/04/Medicaien-
Schools.pdf
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greater risk This wilbringadditional scrutiny to the Medicaid teaand a corresponding need to
validae program metricgind the requisiteprocess foRS G SNXYA YAy 3 G oA Yy SNBE dzy RSN

Allthese initiatives arelesigned tamprove cost containment in the longer term. As sutlese
reforms must behoroughlyplanned andany system and technical chang#®uld be thoroughly
tested prior to implementatiorio avoidunanticipated impacts on members and providekdechanisms
should also be addet accuratelyand transparentlyneasure the effectiveness of such reforargd the
impacts on members and providers.

Even modest reforms can be viewed with trepidation by stakeholders, especially in programs serving
members with the most complex clinical needs. With certdaho Medicaid programs performing as
national leaders, the need tmake modifications to meet future challengesuld be difficult to

articulate. A robustengagemenprocess with stakeholdeiis crucialto successfully planning and
implementing even seemingly minor reforms.

Revenue Maximization

This section describgmtential opportunities for Medicaid revenue maximizatioBenerally, these A
opportunities revolve around provider assessmemt§ A y 3 dziAf AT SR | & (dr&&e NBIj dzA N.
match)of Medicaid expenditures|In turn, the funds derived from these assessments may be utilized to

draw down additional federal mehingfunds.

The uses of such funds ultimatelye determined by state policy makers, within the guardrails
established by federal laws and regulatiodss discussed earliethe recommendations below are not

to be regarded as cumulativé/hile theremay be opportunities to implement such initiatives in various
combinationsfederal regulations will determine thallowable andappropriateinterplay among the
initiatives and the correspondingability.

Supplemental andirected Payment Programs

In both FFS and managed care environments, there are widely utilized methods to maximize federal
revenue for the Medicaid program. Referredimadly as Supplemental Payment Programs (SPPs) and
asDirected Payment Programs (DP8&cifically in managed carevronments these mechanisms

allow states to use various sources of state sli@relusive or exclusive of additional General Fund
expenditures; to draw down federal revenue for the specific purpose of increasing provider
reimbursement.

For private fon-governmental) providers, a provider assessment is the typical source of state share.
For public providers, such asademic health centers and hospitals, the source of state share isariten
intergovernmental tansfer (IGT)

Figurell describes theypicalflow of funds forpayment programsor the provider assessment model.
The process is similar for the IGT model
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Figurell: Funding Flow
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FFS Medichidit provider reimbursement tahe

provider@cost,or to the Medicare equivaleras part ofUpper Payment Lim{UPLXdemonstrations.
Under managed care, states have increased flexilbdityeveloppaymen programs thatcanmirror the
FFS environmendr exceedit by reimbursing providerap tothe average commercial rate (ACRhe

ACRs often considered thenaximumpermissible
evaluated for actuarisdoundness

payment amounasmanaged care rates are

Snce 2017DPPs have been used in a majority of states to improve overall Medicaid reimbursement for

providers!® In 2021, 79 DPPsvere approvedgas d

epicted in Figurg.

BGgaSRAOIARY {GFGS 5ANBOGSR tlreyYSyida Ay alugel2dd S0R2, / | NBXZ ¢ !
https://www.gao.gov/products/gae?2-105731
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Figurel2: State Directed Payments Approved in 2021
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Number of directed payment proposals I [ 2
CMS approved during calendar year 2021 0 1 3 ] 10

Source: GAO analysis of Centers for Medicare & Medicaid Services (CMS) information. | GAD-22-105731 19

Idaho already utilizes sudimancing mechanismwsithin the hospital and\F institutional categories, and
for public ambulance service providerhese are referenced belgws wellas additional opportunities.

While suchmechanisms are quite common across the courfageral law requirestatesto maintain a
minimum levelof funding for its Medicaid program as articulated3ac.1902.[42 USC 13966)Y"

a !State plan for medical assistance must

(1) provide that it shall be in effect in all political subdivisions of the State, and, if administered
by them, benandatory upon them;

(2) provide for financial participation by the State equal to not less than 40 per centum of the
non-Federal share of the expenditures under the El@n

This means that while states utilipeovider assessmen{andin some stategvenlocal provider
assessmen)do provide a portion of the nofiederal sharethere is afederally mandatedy ¥ 2 2 Nk 2y (K
extent to which these mechanisms may be utilized overall.

More specificcategories ofevenue maxirizationopportunities are referencg below. Conceptually
and practically, tese categories should not be viewed as cumulativét,\asuld bedifficult to maximize
every theoretical opportunity anchaintain compliance with federal regulationBolitical and

¥WgaSRAOFARY {iGF0iS 5ANBOGSR tléeyYySyda Ay alylr3aSR /I NBZé ! d{d D
https://www.gao.gov/products/gae22-105731

204nH ! ®{386af 2IRGS tflyad F2N aSRAOFE !aaAraidlyO0Szé [S3IAlLE LYF2NNI
https://www.law.cornell.edu/uscode/text/42/1396a
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stakeholdemresponse likely atslimits the extent to which such mechanisms can be uaétiough these
are more subjective standards

In addition,financial estimate$or each category are natalculatedbecause of multiplginterrelated
factorsthat require numerous policgecisionsincluding

1 The number of additional members to be covered under managed care (ifaar/}the
corresponding financial resourcasd clinical composition ghose populations

The source of state shaend corresponding federatégulations;

Thegoals ofany DPB, including quality components

Thedegreeof provider engagement

The timing of any new populations under managed care@R8implementation;

The computation®f FMAP foithe various populationsandthe expiring PHE

=A =4 =4 =4 =4

Thedesigns of such programs aztemplexand requirefull stakeholder engagement in what can be a

lengthy processhat includesboth formal materials submitted to CM& dzOK | & fdrrhshhBtLINA y G €
explain the financial, operational, and qualiglated compomnts of the initiativg, andCMS review and
negotiations Figurel3 illustratesthe phases and elementsf PP<rom concept through

implementationand the categories of providers generally subject to assessments. Selected examples
are provided at the end of this section, drawn from western states which share certain geographic and
demographic features with Idaho.

Figurel3: SPPs fro@oncept through Implementation

wJnderstand & determine preferred program design based on FFS priorities
uDevelop policy rationale and strategy

S aMap political landscape and timing options
SN «Maxmize federal reimbursement

uEngage IDHW and other state decision makers necessary, secure any necessary legislative
authority

uEngage DHS on dseign and implementation options, including a quality strateg, if applicable
SEy e wComplete a preprint of SPA processes, including public notice and input requirements
wConduct actuarial modeling to build supplemental payment rate into the rate certification

uSubmit CMS preprint

WCMS review and negotiation (about-2@0 days)
oSubmit rate certifications for review

uSubmit contract language for review

CMS Approva

oEstablish flow of funds between MCOs, IDHW, and providers
uManage quality activities and evaluation plan (if applicable)
oMonitor payments

WEEMEIER 57y oubleshoot and provider maintenance for long term program sustainability
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Hospitals

Idaho currently has hospitalassessmenthat provides the state share of funding for the
DisproportionateHospital SharéDSH) program, artd ensure adequate funding fahe private
hospitals to le reimbursed at the Upper Payment Level (UPL) as permitted by fedegllations.
Senate Bill 1350, enacted last year, removed the statuassessment limit of 2.5% net patient
revenuesand, alternativelyestablishedhe federal limit (6%) as the maximum.

The effective assessment rafer 2024 is anticipated to bapproximately2.27%(equal to$68 million).
There is significant room, therefore, to increase assessmex@nuedo support the Medicaid program
This could be approached under the curr&fS and limited managed care system or under
comprehensive managed care.

1) Increase hospital assessmer@iven the current hospital assessmeate, this assessment can
be increased toffer additioral support to the Medicaid program.

2) Evaluate DPP opportunity to increase current hospital reimbursement to the average
commercial rate If comprehensive managed care is considered, an analysis of additional
provider reimbursement, up to the average comrmiat rate, should be conducted. Enhancing
hospital reimbursement through increases in the existing provider assessments can help
mitigate provider concerns regarding the implementation of additional managed care.

illed Nursing Facilities

Idaho currenty has a NFassessmenapplied prospectively on a peesidentday basis.While not
enumeratedin this manner, thisranslates to a rate a?.37%. Hous Bill351, enactedin 202Q
increased theNFassessmento achievea total of $6.79 million ilseneralFund relieffor state fiscal
years 2020 and 2024hile holding thenursing facilities harmlesd-urther,House Bill 351 specifically
prohibited carrying forward any rate adjustments made as a componethi®fnitiative.

Since that timethese providers have not had a reimbursement increase. This maydba@inableif not
desirable)in the near term. However, in the longer tetiis will result in effectively reduced
reimbursement due to continued labor cost incees andther pressures.

1) Increasenursing facility assessmenAs referenced in the Interim Repothere is room to
increase theNFassessmenaspart of a DPP in alignment with comprehensive managed care or
in the current environment

2) EvaluateDPPopportunity to increase currentNFprovider reimbursementto the average
commercial rate If comprehensive managed care is considered, an analysis of additional
provider reimbursement, up to the average commercial rate, should be conducted.

Managed Care Organizatien

Typicallyimplementedin states withgreater utilization of Medicaid managed caMCO assessments
can serve the same purpossany dher provider assessmenin addition, as ldaho considers expanding
managed care to include additional populations, an MCO assessment could offer the sistnass
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fundingthe transitionby providing a source of fundirigr implementation,and ongoing administratign
of an expanded managed care effort.

As with any assessment, the impact on thdustry overalinust be weighed alongside thHimancial
opportunities created.Managed care penetratiobeyondthe Medicaid program will be a factor &m
evaluaton of the potentialiability for an MCO assessment in Idafas federal laws and regulations
require an MCO assessmentlie applied broadly to thensurancecarriersevenue base In addition,
QVIS will ultimately review managed care rafes actuarial soundnessCurrently 18 states impose
MCO assessments.

1) Conduct high level evaluation of new MCO assessmgpportunity. This could be evaluated
within the currentmanaged carenvironment for duakligibles, behavioral health, dental, and
NEMT. Consideration must be given to potential impacts on the commercial insurance lines of
the current carriers, as appéible. If further managed care is considered, a similar analysis
should be conducted.

AmbulanceServices

Idaho already hapassed legislation toreate aprogram for public providers using a certified public
expendituremodel For private providersa provder assessmenlike those applicable to other classef
providersmaybe a viable optionSuchprograms are currently operational in about a dozen staed
under consideration in others

1) Evaluate ground ambulance providessessment for private provider&iven theneedto
ensure acces® ambulance serviceparticularly in rural and frontier areaa,provider
assessmenprogramshouldbe evaluatedor its ability to achieve this goal without additional
burden to theGeneal Fund.

DPP Examples

Below are three examples of DRRSs articulated by the respective states in materials submitted to.CMS
The first two(Oregon and Utahare hospitalprograms with oneusing an IGT for the source of ron
federal share and the secomanploying gorovider assessment model. Ttierd example(Washington
State)isa physician program also usiag IGT
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State of Oregon: Hospital IGT Program to ACR

Amount Total: $530,000,000
Federal: $390,398,000
State: $139,602,000
Type of DPP Public Academic Medical Center(s) will receive qualified directed payment
each inpatient discharge and outpatient visit of an Oregon Health Plan
(Medicaid and CHIP) member enrolled in a Coordinated Care Organizatio
Developnent Qualified directed payments from the PAMC hospital services quality and

access pool are tied to actual hospital services provided: the number of
inpatient discharges and outpatient visits reported by PAMC hospital(s) to
Coordinated Care Organizatiof@COs). Payment amounts are a uniform do
increase initially determined by dividing the projected quality and access p
by the number of projected inpatient discharges and outpatient visits for
calendar year 2022. The quality and access pool is sigddthat payments fo
inpatient discharges and outpatient visits should equalAlwverage
CommerciaRate The uniform dollar amount for the qualified directed
payments will target an even IP/OP split, distributing approximately 50% o
pool for inpatent discharges and 50% of the pool for outpatient visits.
Projected hospital services are based on historical and available 2020
utilization. Payment amounts are adjusted periodically based on actual
utilization to ensure the PAMC hospital services qualitgt access pool is fully
distributed.

The payment arrangement was developed in collaboration with hospital
stakeholders, the 2017 Oregon Legislature, and Coordinated Care
Organizations.

Fee Schedule
Requirement

Uniform Dollar or Percentagacrease

Class

Hospital inpatient and outpatient services

Class Defined

Public Academic Health Center(s) receive qualified directed payments if th
meet the definition of a Public Academic Medical Center, as outlined in the
State Plan:

Definition:

a g The hospital must have at least two obstetricians with staff privileges 4
the hospital who have agreed to provide obstetric services to individuals w
are entitled to medical assistance for such services; and

(2) The hospital must be located withinetlstate of Oregon (border hospitals
are excluded); and

(3) The hospital provides a major medical teaching program, defined as a
K2ALAGLIE 6A0GK Y2NB GKFY wnn NBAAR

Funding for the
NonFederal Share

Intergovernmental transfers (IGTs) fronstate or local government entity
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Stae of Utah: Private Hospital Outpatient Tax Program to Medicare Rates

Amount Total: $29,661,792
Federal: $19,873,400
State: $9,788,391
Type of DPP The state of Utah is proposing to restructure current payments to hospitals

made by Medicaid Accountable Care Organizations (ACO) for the purpose
improving access to care for all Medicaid members and more transparentl
complying with 8438.6(c)(1)(iii)\BSection 266d-205 requires the Utah
Department of Health to,

GXF2NI I O02dzyiil 6ftS OFNB 2NBFYATFGA
care organization rate structure calculation consistent with the certified

I Ol dzF NR £ NI S NibticdSfetenge bétweéenqmfinents |j
made to hospitals by accountable care organizations for the Medicaid elig
categories covered in Utah before January 1, 2019, based on submitted
encounter data and the maximum amount that could be paid for those
sewvices usingvedicare payment principle® be used for directed payments
G2 K2alLWAdlrfta F2N 2dziLI GASyd aSNDA

These payments encourage all Utah hospitals to contract with at least one
possibly multiple Medicaid ACOs. These additional payments afoess to a
greater number of hospitals and all types of hospitals for Medicaid enrolleg
They allow access to all types of hospital services statewide and maintain
increase quality of care for all Medicaid members. This is particularly impg
for more rural areas of the state. They also encourage Utah hospitals not i
service areas of the ACOs to accept patients who happen to be outside th
service area when they need care. In addition, they will improve the quality
care rendered in hostals. Finallythis will also improve access to inpatient
and outpatient services for Medicaid members when they are not enrolled
an ACO.

Utah proposes to continue adding these supplemental amounts to the AC
rates for the period specified previoysl The Utah ACOs will be directed on
how to make these payments to the hospitals through their managed care
contracts with the State of Utah for Medicaid.

The State intends to evaluate the benefits of these payments each year to
determinewhetherto request approval to continue these payments.

This program targets all ACO Medicaid enrollees covered under the contrg
All populations that areequired to enroll in managed care in accordance w
'GFKQA MpmpooO / K2AO0S 2F 1 SIHEOK /
counties in Utah will be directly impacted by this proposal. The state expe
the hospitals to provide equal access to cangl quality of care to Utah

Medicaid fee for service members or ACO enrollees who may require sery

in a hospital in any location in the state.
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Development

[response to 19D mirrors 8]

Fee Schedule
Requirement

Uniform Dollar or Percentage Increase

Class

Hospital outpatient services

Class Defined

Privately owned outpatient hospitals

Funding for the
NonFederal Share

Health CareRelated Provider tax(es) / assessment(s)

State of Washington: Physician IGT Program to ACR

State Washington

Amount Total: $90,000,000
Federal: $65,000,000
State: $25,000,000
Type of DPP hy | ljdz- NI SNIe olairax GKS adldasS g

accepted professional encounter data to compare managed care payment
versus the ACR at the serviaggelievel, The state will aggregate, by provider
the total difference between the managed care payment and the ACR. Th¢
agency will pay the total amount fail their contracted eligible providers to
the managed care plans. The managed care plans, at that point, will disbu
the funds to the participating providers, based on their individual utilization

Development

The increase is calculated as the differebetnveen theAverage Commercial
Rate and the paid amount. The amount is appropriate as it provides the
funding needed to providers, so that they can continue to provide care to
underserved communities.

Fee Schedule
Requirement

Uniform Dollar or Percentaglincrease

Class

Professional services at an academic medical center

Class Defined

Qualified Licensed Professionals who are eligible to receive payment for
LINEFSaaAzyltf aASNWAOSAa dzyRSNJ GKS &

1. Licensed bthe State of Washington, where applicable;

2. Enrolled as a State of Washington Medicaid provider; and

3. Either:

a. Employed by the University of Washington and/or a member of its affilig
physician practice plans; or

b. Employed by a public hospital@ther public entity, when the public entity
elects to participate.

It is not required for these professionals to provide services in an academi
setting

Funding for the
Non-Federal Share

Intergovernmental transfers (IGTs) from a State or local govenheity
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Potential Risks

Allthese provider assessment ntemnisms have inherent risks. The State has likely already confronted
some of these riskaith the hospital and\NFassessments already in place, and shdsequent
adjustments madéegislatively and regulatorihese fall into three broad categories:

The Interim Report and multipleectionshereinreferencethe importance of stakeholdemss policy

modifications are considered and, in some cases, eventually implemeRtedider assessments are no
exception. The complexities of program design, enalidigislation at the state level, the CMS approval

process, andmplementationrequired @y-A y ¢ FNRBY | ff adl {SK2f bz SOSy
quite different. Therefore,a collaborative, transparent stakeholder engagement proséssild be

constructed to reduce the risk of miscommunication atakeholder opposition that masiow a derail

such initiatives

Based on the curremegulatory and legislative structu the provider asessmentslegislative
approval will likely be required tonplement the revenue maximization recommendatiatiscussedn
this report This extends further to thBow of funds and budgetary impaciTherefore, legislatie
engagementnd statutory enactmenwill be keyelementsof successfully implementirany ofthe
initiatives in this section of the repart

Any changes to reimlsaement methodologiemayrequire federal approval of &tate Plan Amendment
(SPApr of a managed care contract change involving submissfitne & LINJB 4 faixd rgférenced
earlier. CMS review of these mechanisms and the supporting policy goals canésirtie.consuming
resource intensiveand unpredictable

Comprehensive Managed Care

As noted in the Executive Summatis reportincludes a recommendatioto implement

comprehensivananaged care téully include theExpansionBasicAdults andBasic Chilgpopulations

and servicesThis represents eonservativeotal of over 300,000 additiondivesand applicable services

(based on 2022egislative Service Organizatidaita; excludes waiver servicesThis section includes
numerouselemg & 2F O2YLINBKSYAaAGBS YI ylI 3 SPBegithingWth F2 NJ G KS
GCSRSNI f ! dziakdré¢dmimendatianSfor 2agh)

Thisoverallrecommendations partially based oa notable difference from other statesdaho largely
utilizes he FFS system for the typically less complex populaijgrpansion, Basic Child, and Basic
Adult, for example)while utilizing managed care for thmore challenging populations amelated
servies (dual eligibleand behavioral health servicdsy example) This means there &significant
opportunity to apply comprehensive managed care to the Idaho Medicaid prog¢paanhieve
sustainable costontainment
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Figure 4: Prevalence of Medicaid managed care medaalross the country, as of July 2022.
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Cost Containment and Budget Stability

While managed care typically does not (at least, not initially) reduce costs to the State, it can bring
budget stability and predictability through the rate setting procesd tire transition of financial risk to

the managed care entities. The state actuaries would compute the costs in the per member per month
(PMPM) model, based on specific actuarial and clinical experience of the populations. The State is then
able to utilze that information in its budgeting process, having insight into cost pressures and financial
trends for future years. This allows for more predictability and a degree of ldagarbudget

forecasting, within certain margins of error.

This forecastingan be done for both the near term and long term, enabling the legislative and
executive branch budgeting authorities to plan for reasonable increases in the PMPM rates and the
overall Medicaid budget. Such data can be combined with demographic informeaid projections to
provide a picture of the Medicaid population in the future (five years, ten years, etc.). In some states,
(such as Wisconsin), this means the population will be olgarticularly in rural areasand, therefore,

will statisticallyhave more medical needs, including nursiagility care and other more expensive

needs. In other states thatttract moreyounger, workingage populations, these projections may be
more favorable.

While the Statevould still be the payer for Medicaid members, the Stateuld not bedirectly and
immediatelyat risk for unanticipated cost increases, such as the unexpectediamce of more serious
and expensive conditions, or poor management of chronic conditions, such as diabetes, that lead to
avoidable medical services. Instead,dbelinical andinancial risks would fall on tHdCGs.

21 Tolbert and Ammulay.d.
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